(1) The temperature often falls after the bowels are open.
(2) When the lochia are partially suppressed, the temperature rises; when they are re-established, the temperature falls.
(3) Patients placed in a semi-Fowler position after delivery are less inclined to experience a rise in temperature than those in the recumbent positions.
(4) The temperature often falls after an intra-uterine irrigation. (5) Foul lochia, if profuse, are often unaccompanied by a rise of temperature, or increase of pulse-rate, or other symptoms of septic absorption, such as headache, flushing, &c.
(6) The withdrawal or escape of pus from the uterine cavity decreases the degree of temperature.
(7) After the stitches are removed from an cedematous perineum, an escape of pus is often seen and is followed by a fall of temperature.
(8) The removal of pieces of placenta or membrane from the cervical canal, is followed by a fall of temperature a degree or more.
(9) The retention of septic products in the uterus often does not cause a rise of temperature unless drainage is imperfect.
(10) The uterus may contain a septic fcetus without the patient showing the signs of fever, but when labour pains start and the foetus is passing through the cervical canal, the temperature rises; and it falls when the uterus has expelled its contents.
(11) If a septic uterus is curetted or swabbed out with a strong antiseptic, symptoms of septic absorption sometimes follow.
(12) If uterine hamorrhage is dammed back by vaginal plugging, a rise of temperature may soon follow.
(13) In a case of septic endometritis, the temperature will often rise a degree or more just before a menstrual period and fall when menstruation is established.
How STASIS MAY BF PRODUCED. From these observations it seems evident that there must be a damming back or stasis produced: (a) in the uterine wall, (b) in the cervical canal, (c) by a loaded rectum, (d) by a swollen perineum, (e) by the position of the uterus as affected by the position of the patient.
(a) The Uterine Wall.-Can stasis or damming back of the uterine secretions take place primarily in the uterine wall ? It seems doubtful, with a cascade of lymph flowing through the uterus to its cavity, that any bacterial infection could possibly kill the tissues unless some strong local irritant were applied or severe injury were inflicted such as by curetting, &c. It is thought that the flow of lymph through the uterine wall is not interfered with, except by a local irritant or injury, and that in most cases the obstruction is first brought about lower down by a mechanical cause, either in the cervical canal by a loaded rectum or by a swollen perineum.
(b) The Cervical Canal.-In considering obstruction at the cervical canal, let us compare the uterus with the bladder. During the menstrual periods, the products of menstruation are discharged by the relaxation of the circular fibres round the internal os, and the contraction of the muscle fibres of the uterus, much in the same way as the urine is voided from the bladder. If there is no obstruction from the cervical canal the uterine contents are discharged without pain, but, if the canal is congenitally abnormally narrow, there is pain, the condition being known as obstructive dysmenorrhoea. Again, if the mucous membrane of the urethra swells so as to occlude its canal, there is pain and obstruction to the flow of urine; as a consequence of the congestive stricture the urine has to be drained off. Further, the muscular coat of the bladder, in cases in which there is any obstruction to the flow of urine, becomes hypertrophied and vesiculated, and alters in shape; and a retro-strictural pouch forms. It is therefore quite conceivable that if the mucous membrane of the cervical canal swells, the canal is blocked-as a result the secretions in the uterus become pent up, and in consequence of the obstruction the uterine wall hypertrophies, and is altered in shape.
After examining a large number of cases of gonorrhceal endometritis, septic miscarriages, and puerperal sepsis, we have formed the opinion that, unless the cervical canal remains distinctly open, one is sooner or later faced with a combination of symptoms and signs which, if present in any other viscus of the body, would be recognized as those of obstruction of that viscus.
SYMPTOMS AND SIGNS OF OBSTRUCTION.
Symptomns.--(1) Those of constitutional disturbance with raised temperature and increased pulse-rate; (2) pain, which is a cardinal symptom of an obstructed viscus.
Signs.-(a) At the site of obstruction: (1) Redness and swelling of the mucous membrane, with narrowing and tortuosity of the cervical canal;
(2) the canal may contain pieces of placenta, membrane, mucus, blood clot, or polypi.
(b) Above the obstruction: (1) The uterus becomes tender (this is the cardinal sign of an obstructed viscus), enlarged, and boggy; (2) it is often altered in shape, and becomes anteverted, retroverted, or falls to one side;
(3) actual pus can often be drawn off from the uterus.
(c) A loaded rectum: The earliest writers were evidentlv aware that a loaded rectum played a great part in the production of fever during the puerperium. They had arrived at the conclusion that if the bowels became freely open, either naturally, by medicinal means, or by washing out, in many cases the fever decreased. If the fever be due to absorption from a loaded bowel, there would surely be more cases of pyrexia during the puerperium, since many women tend to become constipated during the early puerperium, unless very careful attention is paid to them during the later months of pregnancy and the early puerperium. After careful observation on a large number of cases, the following anatomical and clinical findings are submitted: If a cadaver be examined when the body is in the dorsal position, the uterus lies in front of, and is actually touching, the wall of the rectum, about two inches of the lowest part of the anterior wall of the rectum having no uterus in front of it. If foreign bodies, such as stones, be introduced into the lowest two inches of the rectum, it will be noticed that the overloaded rectum does not distend posteriorly, being prevented by the sacrum, but protrudes anteriorly and consequently pushes the posterior vaginal wall forwards, so that the anterior and posterior walls of the vagina lie in close proximity. It is therefore apparent that large scybalous masses in the lower part of the rectum could mechanically displace the soft cervix, could get in front of the cervical canal, and further prevent to a varying extent the descent of the puerperal uterus. Clinically, if the vagina is examined in a case of loaded rectum, the examining finger is felt to pass over a distinct hillock and reaches the cervix above and behind the lump. In one hundred cases, examination was made of the level of the fundus of the uterus below the umbilicus on the third day before and after the bowels had acted (the precaution being taken to empty the bladder beforehand) and it was distinctly observed on each occasion that the uterus descended to an appreciable extent after the bowel was unloaded. During 1918 the records of one hundred consecutive patients confined in our maternity ward were examined. There were in eighteen cases slight rises of temperature occurring between the second and fifth day; in eight it rose on the third day, in six on the second day, in three on the fourth, and in one on the fifth. Galabin, in his " Manual of Midwifery," states that in the cases of puerperal pyrexia reported to the Collective Investigation Committee, the days of onset stand in the following frequency: third, second, fourth, first, and fifth. It will be seen that on the second and third days, when the bowels are likely to become loaded, that the temperature rose on fourteen occasions. In a series of 122 cases seen during the earlier part of 1923, the bowels were carefully washed out for the first three days of the puerperium, with two or three pints of saline. In most a very good result was obtained on the third morning, and a good result was often obtained on the second day. Of this number the temperature rose slightly on six occasions. They included fifteen forceps cases, eighteen with stitched perineums, and nine with very offensive lochia. That the rectum plays an important part in damming back the uterine secretions, was well demonstrated in a patient whose chart will be shown. She was admitted with fever on the third day after delivery; 5 c.c. of offensive lochia were drawn off from the uterus, which was drained for two days, and the temperature fell to normal. Nothing further was done, but the temperature again rose after forty-eight hours. The woman had the appearance of sepsis, and the lochia were not so free. P.V., the lowest part of the rectum was found to be filled with seybalous masses, the cervix being below and behind the fTcal mass. It seemed so evident that a loaded rectum was impeding the secretions coming down from the uterus, that the patient was taken to the treatment room and the seybalous masses were removed with the finger. The patient was taken back to bed and placed in the semi-Fowler position, and immediately the temperature began to drop and the lochia became more profuse. It seems beyond doubt that rises of temperature in some cases may be caused by a loaded rectum obstructing the lochial flow. From the foregoing observations, we have formed the opinion that in a large number of cases the cause of the rise of temperature is absorption of toxins from the pent-up secretions in the uterus, and not absorption through the wall of the bowel. It should, however, be remembered that the uterus is the infected organ, and ought to be drained as well as the rectum empited.
(d) Swollen Perineum: If the perineum becomes cedematous after labour, it certainly provides a barrier to the proper exit of the lochia. This cedema is especially in evidence after rupture and stitching. An escape of pus is often noticed after insertion of the finger into the lower part of the vagina or after removing the stitches. THE POSITION OF THE UTERUS AS AFFECTED BY THE POSITION OF THE
PATIENT.
It is now well established that one of the best means of promoting the drainage of the uterus is obtained by placing the patient in the semi-Fowler position as soon as possible after delivery.
For the purpose of discussion, we will consider three types of case (1) Puerperal sepsis; (2) septic miscarriages; (3) acute endometritis associated Section of Obstetrics and Gyncecology 77 with constitutional disturbance. In the first two the question of retention products will be considered, whereas in acute endometritis the uterus will be taken to be empty. In all, if sepsis intervenes, we may be dealing with (1) uterine infection; (2) uterine infection plus infection of the tubes, peritoneum or parametrium; (3) uterine infection plus blood infection. It will be our endeavour to prove that in order to give the patient the best chance of recovery, it is necessary to drain the genital tract thoroughly.
PUERPERAL SEPSIS.
(1) Diagnosis.
It is, in our opinion, of paramount importance that pyrexia occurring during the puerperium should be considered as due to absorption from the genital tract, and since our methods have proved that entrance into the uterus does no damage, it follows that the first duty of the practitioner is to see that the tissues of the genital tract and the uterus are draining. After a day or two, there may be another source for the rise of temperature, but by procuring drainage no time has been wasted. It is true that constitutional disturbance may apparently be accompanied by normal lochia, but no reliance can be placed upon this sign. Constitutional disturbance, more or less severe, may be the only indication of early puerperal infection.
(2) Routine Examination of the Patient. A thorough examination is made of the patient, including examination of the bladder, vagina, uterus, and blood. Smears from the vagina and cervix, and cultures from the urine and blood are examined bacteriologically.
(3) The Advisability of Exploring the Uterits. It has been suggested that the two following complications are indications for exploring the uterus:
(i) HIamorrhage, which may be (a) primary, or (b) secondary; (ii) sepsis. (a) Primary Ha?morrhage.-Excessive heamorrhage occurring just after labour, when the uterus shows no signs of retracting, is certainly a reason for investigating the interior of the uterus, for the purpose of removing any retained piece of placenta. Exploration of the uterus for pieces of membrane or blood clot has not appeared necessary, since they have come away by drainage.
(b) Secondary Hwmorrhage.-This is easily dealt with by drainage and intra-uterine treatment with glycerine, especially if some tincture of iodine is added to the glycerine. This stimulates the uterus to contract, which brings away any pieces of retained products, and acts in a far quicker and more efficacious manner than ergot or other uterine stimulants. If it is thought advisable to explore the uterus, it is considered absolutely essential that the uterus should be drained for the next few days.
(ii) Sepsis.-For some time we have believed that uterine exploration with the finger, curette or swab, is not only unnecessary for the removal of retained products, but is also extremely dangerous. With suitable drainage, these septic products are sooner or later expelled, when, as the result of the drainage, the uterus recovers its tone: if presenting at the os, they can easily be seized with suitable forceps and gently twisted round and removed. THE CONSEQUENCES OF NOT THOROUGHLY AND METHODICALLY DRAINING THE UTERUS UNTIL IT HAS BECOME INVOLUTED.
Patients are left with feelings of constant tiredness, backache, and leucorrhoea. They may have menorrhagia and metrorrhagia, or, what is far worse, periodic attacks of fever associated with uterine colic, obstruction, salpingitis, and peritonitis. These cases might be described as suffering from subinvolution fever, which often entails great difficulty in diagnosis. A smear taken from the cervical canal is often pronounced to be negative, so that we may be thrown off our guard, but on careful inquiry the patient will tell us that her periods are more profuse and more painful since the time of her previous confinement. Cases have been seen in which there was apparently no cervical erosion and no discharge, but the uterus was enlarged and boggy. It seems certain that this is one of the explanations of the periodical attacks of pain and fever with which we are very often confronted. The patients in these cases quickly recover, and further feverish attacks are obviated, if thorough intermenstrual treatments are adopted, with the express purpose of putting the endometrium into a healthy condition, and reconstituting, if possible, their normal menstrual functions. The trouble has been caused by a chronic endometritis, resulting in periodical attacks of so-called acute endometritis.
Case of E. R.-Hi8tory.-Full time pregnancy sixteen years ago. Temperature rose on the third day after delivery. Occasional hoemorrhages and pain for three months. The effect on the periods: they were very excessive and lasted six or seven days, with pain a few days before and during the period. She has often stayed in bed for one week during her periods for years. She has had attacks of pain and rise of temperature seven times, staying in bed for weeks on each occasion.
Effect of Treatment.-Treatments were given between her periods. First occasion, three intra-uterine applications of pure glycerine with drainage. The effect on her next period-there was no pain before, but some pain during the period. Second occasion, three intra-uterine applications of pure glycerine. No pain before, during, or after period. Third occasion, two intra-uterine applications of pure glycerine, and one of tincture of iodine and glycerine, equal parts. Effect on periods-no pain before, during or after periods, and the loss much the same as she had before pregnancy. SEPTIC MISCARRIAGE.
Septic miscarriage is comparable with puerperal sepsis, differing only in that the former is more liable to be due to retained products of conception. No attempt is made to remove any retained products, except in the case of pieces that present at the os, or when there is severe hemorrhage. By far the worst cases admitted to St. Mary Abbot's Hospital-have been those in which attempts have been made to remove the retained products, either by the finger or by the curette. The cause of the rise of temperature is the retained septic secretions, and not necessarily the products themselves. This fact has often been demonstrated by first draining the uterus, when the temperature falls before the expulsion of the contents. After treating many cases of septic miscarriage by drainage, we are now sure that our simple method, i.e., the insertion of a small terminal-eyed catheter into the cavity of the uterus with a little glycerine, does not injure Nature's barrier to infection, allows septic secretions to escape, and helps the temperature to fall before the expulsion of the septic products.
If a curettement has been performed, there is all the more reason for immediate drainage, whether the infection is still confined to the uterus or the inflammation has spread to the surrounding tissues, or the organisms have infected the blood stream. Severe hemorrhage is the only symptom that may demand the emptying of the uterus.
Section of Obstetrics and Gynacology 79 ACUTE ENDOMETRITIS. It has been generally held that in endometritis, associated with acute symptoms and signs (whether the inflammation is limited to the endometrium or has spread to the adnexa), no treatment should be directed to the cavity of the uterus.
For the moment let us trace the sequence of events after infection of the cervix, and see what evidence there is of the spread of the infection to the endometrium. A careful examination and inquiry of the patient is made with regard to any alteration of the character or quantity of her menstrual periods, following infection. As a result of these examinations and inquiries, the cases will fall into two distinct categories. In one, there is no alteration in the character of the menses; in the other, there is a distinct alteration in the period following infection, in the direction of pain and increased flow. But it. is highly probable that in both classes the endometrium becomes infected at the subsequent period.
In the first type, where there is no pain or increased flow, there is obviously no obstruction to the menstrual flow through the cervical canal; the only evidences of endometrial disease consist in the character of the purulent discharge, which is thin and watery, and the lack of response to the treatment; any cervical erosion fails to heal until the endometrium has been treated.
In the second type, it is only too obvious that the endometrium is infected, as shown by increased pain and menorrhagia. The cases are often described as examples of congestive dysmenorrhcea.
The symptoms in both types may continue indefinitely, or the patients may quite suddenly present themselves with those acute symptoms and signs which are described as acute endometritis, with or without tubal infection, &c. The medical attendant has to determine whether he is dealing with simply a bacterial infection of the lining membrane of the uterus, or whether there is some other equally or more potent factor at work. If there is, and no effort is made to relieve the associated condition, the patients are left with pain and discomfort indefinitely. Let us examine a typical case and treat it.
Case 1, M. C.-The patient was taken suddenly ill with pains in the lower abdomen and removed to a London hospital, where she remained a month, receiving douches, glycerine tampons, &c. She was discharged and, feeling no better, was admitted to the Infirmary.
Condition on admission.-Pains and tenderness in the lower abdomen, temperature 1000 F., pulse 102. P.V: Slight erosion of cervix, uterus enlarged, boggy, tender alnd retroverted with distinctly impaired mobility.
Treatment.-After most careful preparation, a tiny tube, well lubricated with glycerine, was gently inserted up to the fundus uteri. A few drops of sterilized glycerine were injected, and the tube left in for drainage.
Besult.-The next morning the patient stated that the pain had left her in two hours after the treatment was given, and that she had the first good night's rest for one month, and that she was a thousand times better. Her temperature and pulse were normal.
There is another fairly common type of case, which often puzzles the surgeon as to whether he should open the abdomen or not. There is pelvic peritonitis, and it is doubtful whether the inflammation has spread by way of the uterus, or whether it comes from the appendix. Most of these cases can wait four or five hours-in fact, it takes nearly that time to prepare the patient for operation. The time can usefully be employed in inserting into the uterus a tiny terminal-eyed catheter, with a few drops of glycerine. If there is a, rapid decline in the symptoms and signs, surely this is a proof that the uterus contains pent-up secretion, and that it is the primary focus. The procedure is a valuable aid in the diagnosis of the case. History.-The patient had been treated for a similar attack at a London hospital six years before, where operation was recommended. Her periods had been excessive for a long time, with yellow discharge between times. She was suddenly seized with intense abdominal pain, and felt sick the day before admission.
Condition on Admi88ion.-Well marked tenderness and rigidity over the lower abdomen, and much pain in the right iliac fossa. Uterus enlarged, impaired mobility. What are the Cardinal Symptoms and Signs of these Conditions? (1) Constitutional disturbance. (2) Pain. (3) The mucous membrane of the cervical canal is seen to be swollen, and bleeds easily if touched with a rigid instrument. In other words, the canal is occluded. (4) The uterus is enlarged, tender, boggy, and distorted, and often contains pent-up secretions which can be demonstrated.
In the opinion of many observers, the name "acute endometritis " conveys only a partial truth, for the cases really present all the symptoms and signs of an obstructed viscus. They are examples of uterine colic and absolute uterine obstruction. It has been proved that when treated as such, by inserting a drainage tube and glycerine, far better and quicker results can be obtained.
THE OBJECT AND METHOD OF DRAINING THE UTERUS.
Having shown that the symptoms and signs of acute infections of the uterus are due to retention of septic discharges, our first duty is to drain the uterus. We will consider drainage under two headings.
(1) The insertion of a drainage tube (drainage of the uterine cavity).
(2) Introduction of drugs to promote exosmosis from the endometrium (drainage of the uterine tissues).
(1) Drainage Tube.
Experience from many cases indicates that with the exception of the first few days of the puerperium, septic discharges of the uterine cavity do not drain completely through the external os. Drainage in most cases is only partial, for although there may be copious discharge from the external os, there is always pent-up secretion in the uterine cavity. Drainage might be obtained by dilatation of the cervix or by inserting and stitching in a rigid tube, but we are of opinion that such drastic treatment of a delicate organ like the uterus would open up fresh channels of infection by splitting the cervix, and break down any protective layer of granulation in the interior. Moreover, the presence of a foreign body in the uterus causes uterine contractions, and if the tube were left in too long, the only result would be further to exhaust the muscular power of the myometrium which has already been weakened by the sepsis. In our opinion this complication must be avoided. We find that if a soft rubber tube, well lubricated with glycerine, be gently and slowly introduced through the cervical canal, any secretion in the uterine cavity will drain away by its side. If this tube is left in from three to six hours, the tube, acting as a foreign body, produces uterine contractions, which force out the secretions beside the tube, but at the end of that time, that is, before the uterus is exhausted, the tube should be removed. By this means we find the muscular tone of the uterus is increased.
(2) Drugs.
With regard to the drugs used in treatment we are less dogmatic. Consider the interior of a septic uterus. In most cases it is lined by a layer of septic exudate, and in some cases it is in a state of coagulation necrosis. The layers deep to the exudate, and even the blood sinuses may be teeming with organisms. Powerful antiseptics and styptics would dissolve off the granulation tissue, and only open up fresh channels of infection, whilst still failing to reach the deeper layers. What we have aimed at, is to produce an exudate from the tissues, trusting that this fresh exudate is rich in bactericidal properties. The most useful drug is glycerine, which causes a profuse outpouring of lymph from the uterus, and at the same time is a mild stimulant to the uterine muscle. In cases in which there is free secretion in the uterine cavity, we find a preliminary gentle irrigation with 5 per cent. saline solution washes away all free septic matter, and allows the glycerine to act on a relatively clean surface. In some cases we add a small quantity of tincture of iodine to the glycerine. This is not used for its antiseptic properties, but as a stimulant to the uterine muscle. We find that the introduction of glycerine containing a small percentage of iodine will arrest moderate hoemorrhage from the uterus.
POINTS IN DRAINING THE UTERUS.
(1) Position.-It is best to place the patient in a semi-Fowler position, as in that position the uterus stands the best chance of draining. If the uterus becomes retroverted, the patient should lie on her stomach several times during the day.
(2) If the perineum has been sutured, all stitches should be removed.
(3) The rectum should be empty.
(4) No attempt should be made to dilate the cervix-for this is unnecessary or to catch hold of, or to pull on the cervix with a volsellum, for this manipulation opens up fresh channels for infection, and also alters the position of the inflamed organ-a result which is not desirable.
(5) Presenting pieces of membrane or placenta should be twisted off. (6) Kind and Size of Drasnage Tube.-A soft india-rubber, terminal-eyed catheter is far preferable to any rigid catheter. The catheter should be smaller than the cervical canal, as drainage is obtained by the secretions from the uterus trickling down by its side. A tube that fits the canal tightly causes injury and allows secretions to become pent-up. Moreover, a large tube causes painful uterine contractions.
(7) The solution used should be syringed in front of the catheter, so as to make a bed for the easy upward progress of the drainage tube.
(8) The uterus should be freed from uny residual fluid or pus.
INSTRUMENTS REQUIRED.
(1) Catheter Introducer.-This is a light, handy instrument and, owing to its small size and the bend in the shank, the operator's visual field is not obscured. When the catheter has been inserted, its lumen is not obliterated, so that JY-OB 2 * the fluid can be syringed through whilst the catheter is retained in situ by the holder.
(2) to 8 are used according to the size of the cervical canal. These catheters are marked up to 6 in., and by this means the length of the portion introduced into the uterus can be readily estimated.
(3) A modification of Sins' Specntlum for introduction into the posterior fornix.
(4) Anterior Vaginal Wall Retractor.-This instrument is so constructed that when introduced into the anterior fornix it does not obscure the vision of the operator.
(5) 2 c.c. or 10 c.c. Record Syringe.
TECHNIQUE.
(1) The external parts and vulva are washed with ether soap and water and saline solution.
(2) The vagina is treated in the same way.
(3) A Sims' speculum is introduced into the posterior fornix and an anterior vaginal retractor into the anterior vaginal fornix, and by a series of gentle movements the cervix is manipulated into a central position. The speculum must not be pushed too far back, and the anterior vaginal retractor must be held horizontally. By this means, a good view is obtained of the cervix, which becomes readily accessible for the purpose of passing the catheter.
(4) A terminal-eyed catheter of suitable size is lubricated with glycerine and passed through the cervix to the upper part of the uterus, into which the sterilized glycerine is then gently syringed. The catheter is then detached from the Record syringe, and any remaining fluid is allowed to flow out. This is repeated if the uterus contains much pus.
(5) The catheter is pushed gently up to the fundus, a piece of tape about 4 in. long being attached to it. The end of the catheter is pushed into the vagina and the end of the tape left protruding from the vulva. By pulling on the tape, the catheter can easily be removed by the nurse.
(6) The patient is kept in bed in the semi-Fowler position and made to drink plenty of hot water.
(7) The treatment is repeated as often as is considered necessary.
MODIFICATIONS OF TREATMENT FOR TYPE OF UTERUS.
Type 1, Nulliparous; type 2, after Labour or Miscarriage. Type 1, Nulliparous.-These patients are extremely sensitive, and should be approached with great care. The rapid introduction of a large catheter or of fluid in excess of a few drops, or any strong styptic, is liable to be followed by a degree of shock which in some cases is certainly alarming. The sensitiveness of the individual can only be determined by trial. It is wise, therefore, to give the initial treatment under a hypnotic; sensitive patients may need a general anesthetic.
Type 2, After Labour or Miscarriage.-These patients are relatively insensitive, and unless strong preparations are indicated no analgesic is necessary. FURTHER CONSIDERATIONS.
(1) In all acute cases, i.e., those with pyrexia, drainage should be done immediately and repeated as often as the symptoms indicate.
(2) In general, the larger the uterus and the more dilated the cervical canal, the more glycerine can be used.
(3) In the acute gonorrheeal nulliparous uterus, where the canal is small, a, few drops (only ten to fifteen minims) should be injected.
(4) The sequence of treatments is regulated by the amount of reaction to the drug used, it being remembered that if iodine is used with the glycerine, suitable periods must elapse between the treatments. If the secretions become sanious, a maximum amount of reaction for the time being has been produced.
(5) The treatment should be continued until the secretions from the uterus become transparent like glycerine. They should be continued until the uterus is firm and involuted, and there is no eervical erosion. The optimum result of treatment has been reached only when the menstrual periods have again become normal.
(6) If the temperature has been increased by the treatment, it may mean that the uterus is not draining. The smallest tube should then be dipped into glycerine and gently inserted into the cavity of the uterus, so as to evacuate the retained secretions. This also holds good if there is an increase of the pain. It the treatment is properly carried out no increase of temperature should be produced.
RESULTS.
Effect of Treatment on Patients. During the last three years, 526 cases have been delivered in our own maternity department. Thirty-eight of those were followed by sepsis in the puerperium. There were five deaths. One patient died from puerperal sepsis following plugging of the vagina. The other four died soon after delivery from causes other than sepsis. All the other cases of sepsis were treated by immediate drainage without a single complication arising.
During the last four years, over 3,000 intra-uterine treatments have been given in every kind of septic infection of the uterus, and in all complications arising from those infections. During the last twelve months, 201 cases were treated, and 1,126 intra-uterine treatments given. The following is a summary of the types of cases: 
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The complications were mainly salpingitis and pelvic peritonitis. There were also three cases of arthritis, twelve of thrombo-phlebitis, four with acute mania, and two with pneumonia. The latter complications are not included in the above statistics.
In all cases of acute endometritis associated with pain, relief was rapid.
All moderate hoemorrhages were controlled by intra-uterine treatments, but it was found necessary to explore the uterus on twelve occasions. Exploration was always followed by immediate drainage, and no untoward results occurred.
Although in many of the cases of salpingitis the inflamed tubes attained the size of a tangerine orange, in no case was a tube removed. In two cases in which the patients were admitted in a moribund condition, general peritonitis was undiagnosed, the inflammation being thought to be limited to the pelvis.
In those cases of subinvolution which have followed septic miscarriages or puerperal sepsis, and which have been left with excessive menstrual. periods with marked pain, the patients have been greatly relieved, and their periods have become normal, after thorough drainage of the uterus.
In all cases of femoral thrombosis, arthritic conditions, and acute mania associated with sepsis, the uterus received a thorough course of the treatment Of the four cases of puerperal mania, three recovered, but the fourth had to be certified insane. In the latter case, there was a bad family history of insanity.
RESULTS OF POST-MORTEM EXAMINATIONS.
Histological examinations were made on eight of the fatal cases of septictemia. In all cases the uterus was removed before any decomposition had taken place. Sections of four cases were cut by Sir Bernard Spilsbury, and of four by Dr. E. H. Kettle. In six of the cases, the superficial tissues of the interior of the uterus were free from infection, but in thrombosed vessels in the deeper tissues streptococci were seen. Of the two remaining cases, one was necrotic, and swarming with organisms and abscesses all over, while the other was free from organisms both superficial and deep. In all, during life, there was evidence of infection of the uterus, as in all cases examination of the cervical canal showed organisms to be present. In all cases except one, the foul discharge cleared up under treatment, but in the remaining case, the one with the uterine wall full of abscesses, the discharge persisted. It is obvious that the patient received insufficient treatment. From these pathological findings, it was quite evident that all the patients required local treatment, and in no case as far as one can judge, was treatment followed by exacerbation of the constitutional symptoms. As a result of the removal of the infection from the superficial parts of the uterus by treatment, it is evident that negative smears from the cervix may be misleading.
CONCLUSIONS.
(1) Careful treatment of the endometrium, with draining of the cavity of the uterus, does not produce an extension of existing inflammation, but lessens it.
(2) The cavity of the uterus can be approached repeatedly until the uterus becomes firm and the discharge is abolished.
(3) One treatment is not sufficient to disinfect an infected uterus. (4) It is safer to drain the uterus after swabbing or curetting, and after the application of strong styptics to its interior.
(5) In a large number of cases of uterine infection with pelvic inflammation, the cause of the pain and discomfort lies not so much in the tubes, &c., as in the uterus, because it is inflamed, heavy and obstructed.
(6) Inflammatory conditions spreading from the uterus to the adnexa, are not only no bar to, but are an indication for, the need for treatment of the endometrium, since the primary focus of infection resides in it. This is proved by the facts that the pain disappears and the physical signs subside much more quickly when the uterus is drained, than when it is left alone.
(7) Unless these lesions outside the uterus are of the grossest kind (large colfection of pus in the tubes, pelvic abscess, general peritonitis) no abdominal operation should be performed, at any rate until thorough and methodical treatment of the endometrium has been tried.
(8) Exacerbations of salpingitis have proved far less frequent if the uterus has been left in a healthy condition.
(9) After treatment of the infected endometrium menstruation becomes painless, and the excessive flow becomes normal in amount.
(10) If the infected tubes are removed, and the uterus is not rendered healthy, patients are liable to attacks of acute endometritis and pelvic peritonitis.
(11) Primary haemorrhage is the only indication for exploring the uterus after labour or miscarriage. Secondary haemorrhages can usually be dealt with by guitable intra-uterine treatment.
(12) Cases of retained products producing septic discharges can be treated by drainage alone, and do not necessitate operation. If the uterus be suitably drained and allowed to recover its tone to some extent, the septic products are expelled naturally, or present themselves at the os, when they can be gently twisted out.
(13) When bacilluria complicates the puerperium, it should be borne in mind that inflammation in the uterus is present in some form, and that we must not be misled by the presence of a negative smear and a partially draining uterus.
(14) At no distant date a method will be found for dealing with the organisms which have spread from the uterus to the blood-stream, but even that will be of little avail unless the uterus has been freed from its infection.
DISCUSSION.
Dr. CUTHBERT LOCKYER (President) congratulated Dr. Remington Hobbs on the use he was making of the clinical material afforded by a Poor-law institution in carrying out a systematic research on the value of drainage and injection of glycerine in cases of uterine sepsis. The material provided by our infirmaries was so often wasted that it was refreshing to find even a single instance of its being utilized for clinical investigation.
Mr. TREVOR DAVIES said that Dr. Hobbs had in his opinion made out a good case that, in certain types of puerperal infection, stasis played a very important part. The application of the principle of drainage to an infected uterus had everything to recommend it. There was no doubt that stasis resulted when the body of the uterus was acutely bent, either backwards or forwards, on the cervix. They had all met with cases in which the correction of the displacement had resulted in a profuse flow of offensive lochia with prompt fall of the temperature and rapid relief of symptoms. A loaded rectum undoubtedly displaced the whole uterus upwards but it might do more than this, as Dr. Hobbs had pointed out, and his explanation of the rise of temperature so frequently met with in these cases, was, he (Mr. Davies) believed, a more rational one than that usually accepted.
A swollen perineum might give rise to retention of lochia in the vagina with subsequent rise of temperature, but in many of these cases the cause of the fever was to be found in the perineum itself. Removal of stitches in the perineum allowed drainage of the infected perineal wound and rapid relief of symptoms.
The treatment Dr. Hobbs had described was, in his (the speaker's) experience, especially valuable in cases of septic abortions and in cases of local sepsis in the uterus following full time delivery. In cases in which a portion of placenta was retained in the uterus his (Mr. Trevor Davies') opinion was still in favour of manual removal, but when the uterus was empty irrigation and drainage should be the treatment adopted.
Undoubted relief of pain followed the treatment in cases of pelvic peritonitis, and resolution of the inflammatory swelling was hastened as a result of treatment. Cases of " septicemia," if treated early enough, would certainly benefit as a result of treatment. Unfortunately once the symptoms had declared themselves, the organisms responsible were entrenched in the uterine sinuses, veins and lymphatics, beyond the reach of anything applied to the interior of the uterus. Dr. Hobbs' selection of glycerine for irrigation purposes was an attempt to deal with this difficulty. Dr. Hobbs' method of treatment was a distinct step forward in the difficult problem of the treatment of puerperal sepsis.
Mr. GORDON LUKER drew attention to the risk and danger of introducing a second infection into the uterus if any intra-uterine manipulations were performed without an ansesthetic, and he said it was desirable that special precautions should be taken to avoid this risk.
Sarcoma of the Fallopian Tube. By J. BRIGHT BANISTER, M.D. E. C., AGED 45, was admitted into Chelsea Hospital for Women on December 19, 1922, having complained for two months of increasing abdominal distension and constant dragging pain in the lower abdomen. This pain was relieved on lying down. She also complained of rather rapid loss of weight. Constipation was increasing. No vaginal symptoms.
On Examiination.-Nothing abqnormal was detected in the chest. The abdomen below the umbilicus was filled by a hard, fixed mass, which was dull on percussion.
Pelvic examination revealed a normal vagina and cervix, but the uterus was indistinguishable from the abdominal tumour and the whole was quite fixed. The pouch of Douglas was filled by an immovable mass, apparently connected with the abdominal tumour.
Operation, December 22, 1922.-The tumour was found to consist of an enlarged fibroid uterus, a thickened and adherent left Fallopian tube and a mass of glands adherent to the aorta at its bifurcation, and to the left iliac vessels.
A left salpingo-o6phorectomy and a subtotal hysterectomy were performed. The subsequent progress was satisfactory for sixteen days, with the exception of moderate fever for the first four days. Early on the seventeenth morning the respirations rose to 40 and the pulse to 150, and death occurred within two hours, probably from pulmonary embolism.
Pathological Report on a Specimen removed. December 22, 1922.-Uterus 7T5 by 7 by 8 cm. removed by subtotal hysterectomy, together with the appendages of the left side. The peritoneal coat is smooth and the uterus, as a whole, globular in shape. On section, the wall of the uterus contains numerous interstitial and subserous fibromyomata up to 5 cm. in diameter. The Fallopian tube, 13 cm. in length by 3 cm. in its greatest width, is swollen and congested and the fimbriated extremity is puckered and indrawn. On section, the tube is, found to be filled with whitish, soft, granular growth, in which are numerous hEemorrhagic areas. The walls of the tube are infiltrated with growth. The ovary, 6-5 by 2T& cm., is filled with similar deposits of growth.
Sections show the growth to be a small round-celled sarcoma. Professor Shattock has confirmed the diagnosis of a primary neoplasm of the tube.
Dr. CUTHBERT LOCKY-ER (President) congratulated Mr. Banister upon his goodfortune in discovering a very rare specimen. He agreed that its histology was that of a small round-celled sarcoma devoid of myeloid cells. The growth appeared to have entirely destroyed the muscular coat, and it had permeated into and filled up the stroma [December 6, 1923. 
